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Acute Post Operative Unilateral Submandibular Gland
Swelling following Acoustic Schwannoma Excision under
General Anesthesia
Case Report

Abstract
Acute unilateral neck swelling and sialadenitis are rare but documented causes in
the differential diagnosis of acute neck swelling following surgeries performed in
various surgical positions and also in critical care units. Although rare, they can
lead to severe morbidity as well as mortality if not promptly addressed.

We report a case of acute unilateral submandibular gland swelling detected in
the immediate post operative period following Acoustic Schwannoma excision
performed via retromastoid suboccipital craniotomy in park bench position, and
its subsequent management.
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Introduction
Acute unilateral neck swelling and sialadenitis are rare but
documented causes in the differential diagnosis of acute neck
swelling following surgeries performed in various surgical
positions and also in critical care units. Although rare, they can
lead to severe morbidity as well as mortality if not promptly
addressed.

We report a case of acute unilateral submandibular gland
swelling detected in the immediate post operative period following
Acoustic Schwannoma excision performed via retromastoid
suboccipital craniotomy with patient in park bench position and
its subsequent management.

Case Presentation

A 38 year old woman, with Diabetes Mellitus II, presented to our
neurosurgical department with complaints of right sided hearing
loss for 12 years with exacerbation from last 4 months, headache
for 4-5 years especially in the right hemicranium, and unsteady
gait with a tendency to fall to right side .She was operated for CSOM
in 1992. There was no history of memory disturbance, visual
loss, speech difficulty, swallowing difficulty, altered sensorium or
seizures. MRI brain revealed a Right Cerebellopontine angle mass,
suggestive of Acoustic Schwannoma.
Right Cerebellopontine angle mass excision was planned
under general anaesthesia. Pre anesthetic checkup was done. CNS
examination revealed Right Cranial Nerve VIII deficiency with
decreased hearing and absent corneal reflex. She also exhibited
right disdiadochokinesia and unsteady gait with a tendency to fall
to right. All laboratory and radiological parameters performed as
per institutional protocol were found to be normal.
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After obtaining all the necessary informed consents, she
underwent craniotomy and near total excision of the Right
cerebropontine angle mass by retrosigmoid suboccipital approach
under general anaesthesia. Surgery was performed in left 3/4
Park-Bench position, with the head secured with Mayfield threepin skull clamp at a slight face-down angle, a 15° lateral flexion
and a 20°rotation of the neck to the opposite side.

Surgery and anaesthesia were uneventful and she was
extubated in the operation theatre. Thereafter, she was shifted
to the neurointensive care unit for post operative management.
Subsequently, within an hour of shifting from the operation
theatre, patient complained of pain on the left side of the face.
Examination of face showed a swelling on the left side. External
examination of the swelling did not reveal any hemorrhagic
spots or crepitus .Oropharyngeal examination did not reveal any
edema or inflammation. There was no evidence of any stridorous
breathing.
Figure 1: Immediate USG of the neck with Doppler was
performed and an Otolaryngology review was also done.USG
showed an acutely enlarged and inflammed left submandibular
gland without any ductal obstruction. Doppler study did not
reveal any venous obstruction or thrombosis of the jugular veins.

Figure 2: Based on the USG findings an urgent CT Neck was
performed to rule out any severe swelling causing any airway
compromise. Scan revealed an enlarged submandibular gland
with fascial cellulitis and phlegmatous collection involving cervical
spaces on left side, extending to right side and prevertebral space
(Danger Space). Left parotid gland was also mildly enlarged.
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contralateral submandibular and neck swelling after retromastoid
and far-lateral approaches to the posterior fossa, where the neck
is rotated and flexed, is most probably due to sialadenitis. They
attributed this to obstruction of Wharton’s duct due to extreme
rotation of the head and compression by endotracheal tube on
the tongue, which cause stasis of secretions leading to secondary
bacterial infection. However in our case, USG didn’t reveal any
ductal obstruction although subsequent CT did reveal fascial
cellulitis and phlegmatous collection in the left submandibular
gland with mild parotid gland swelling.

Figure 1: Acute Left side Neck swelling indicated by arrow.

Figure 3: CT showing heterogeneously enhancing enlarged left submandibular gland (indicated by arrow) with fascial cellulitis and
phlegmatous collection involving cervical spaces on left side, extending to right side and prevertebral space (Danger Space).

Figure 2: USG showing enlarged left submandibular gland indicated
by arrow.

Figure 3: Metronidazole was added in addition to Cetriaxone
(already prescribed as a part of standard surgical protocol). Warm
compression was applied along with maintenance of hydration.
Considering the nature of surgery and acute neck swelling and
associated CT findings, close observation and strict vigil were
maintained for any acute respiratory distress. Fortunately, patient
maintained adequate saturation with oxygen supplementation by
nasal prong .Swelling started receding gradually after 24 hours
and she was shifted from the critical care unit. Subsequently she
was discharged, without any residual sequele of the neck swelling.

Discussion

Acute swelling of the face, neck and tongue are reported
entities in patients undergoing various neurosurgical procedures
in prone, lateral and park bench positions. It has also been
reported in various non neurological procedures as well as in
intensive care settings [1-8].
There are five major etiologic categories of neck swelling [9]:
(1) Angioedema (2) Vascular lesion (3) infection (4) denervation
and (5) lymphedema. Kim et al. [1] has postulated that

Further intraoperatively, general anesthesia was conducted
using reinforced Flexometallic tube for prevention of inadvertent
kinking. Post operative oral and radiological examination also did
not reveal any macroglossia. Raad et al. [10] has postulated many
numerous medical conditions associated with the predisposition
to salivary stasis and thus an increased risk of sialadenitis:
diabetes mellitus, hepatic failure, renal failure, hypothyroidism,
Sjogren’s syndrome, depression, and malnutrition. Perioperative
use of medications with anticholinergic and diuretics effects can
cause systemic dehydration, which increases the risk of salivary
stasis.

Our patient had not received any anticholinergic and diuretics
in her perioperative phase. The only known risk factor present was
Diabetes Mellitus which was also under reasonably under control
as evidenced by a preoperative HbA1c 6.2. Further our patient
was 39 years old and was not obese, which rules out decreased
salivary secretions and an increased risk of sialadenitis due to old
age or morbid obesity [11]. Our case was diagnosed on the basis of
clinical and radiological findings and no identifiable cause could
be found. She recovered with conservative management without
any overt infective signs and symptoms to suggest infective
sialadenitis.
Mei-Ching Huang et al. [9] reported a case of a 42-year-old
patient who underwent a 6.5 hour surgery for excision of right
acoustic neuroma in left-side down lateral position. She required
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reintubation within 3 hours post extubation due to development of
acute left unilateral neck swelling and stridor. She remained under
ventilatory support for 14 days .In absence of any precipitating
factors; they proposed angioedema to be a possible cause for this
acute neck swelling. They further theorized that long period of
compression of the tongue and related focal soft tissue by oral
endotracheal tube and extreme forward flexion of the neck during
surgery can lead to just venous and/or lymphatic stasis with
collapsed small veins and lymphatic ducts without any venous
thrombosis. This changes the capillary permeability and results
in excessive amounts of fluid escaping from the intravascular
circulation. The fluid gets accumulated in the intercellular spaces,
causing vasogenic edema leading to facial and neck swelling.

Although our patient responded to conservative management
without any respiratory complications, the CT findings in our
case lends support to this theory proposed by Huang et al. [9].
Retrosigmoid and far lateral cranial procedures necessitates
extreme head rotations to achieve the required surgical position.
Unfotunately, this can lead to rare but potentially devastating
complications like acute unilateral hemifacial swelling. Surgeries
like cerebellopontine angle tumors excision has inherent risks
of long surgical duration and lower cranial nerve paresis or
palsies in the post operative period. This, sometimes manifest
as requirement of post operative ventilatory support or even
reintubation due to airway compromise. Acute neck swelling
and sialadenitis are like adding insult to injury in such cases,
leading to significant morbidity, as evidenced by case reports and
communications in various journals.
Maintenance of adequate hydration, care to avoid surgical
position related soft tissue compression and endotracheal
tube kinking and maintenance of neck vessel patency in the
perioperative period is of paramount importance. In the
postoperative period, awareness of this rare but potentially life
threatening complication, maintenance of strict vigil with regards
to respiratory and airway compromise, adequate hydration and
adequate antibiotic prophylaxis can go a long way in reducing
fatal outcomes. Our report is an attempt to highlight this condition
although the course of such swelling is generally fortunately
benign.
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